The striking difference in incidence of tuberculous disease between the apical segment of the lower lobe and the other lower lobe segments has long been recognized. Kidd (1886) referred to involvement of the latter as " this rare form of the disease," while Fowler (1888) considered the former so frequent a site of disease that he wrote, " In the majority of cases when the physical signs of disease at the apex are sufficiently definite to allow of the diagnosis of phthisis being made, the lower lobe is already affected. No report on the condition of the lungs in a case of apical disease is complete without a distinct statement as to the condition of the 'posterior apex ' of the lower lobe."
On the other hand, many subsequent investigators failed to recognize this fact (Reisner, 1935) . They referred to lower lobe tuberculosis as unusual and irrelevant, and apical lower lobe disease was not recognized as such, the question being confused by inaccurate terminology such as "hilus tuberculosis." Crofton (1949) published a concise and careful study of apical cavitation of the lower lobe. He concluded that artificial pneumothorax (A.P.) treatment with routine thoracoscopy should be tried. In all forms of pulmonary tuberculosis the pendulum of therapeutic opinion has swung away from "reversible" collapse therapy. Frequently this swing is motivated by enthusiasm without careful scientific appraisal. Gradually the different procedures are being re-assessed. In this paper the proble.m of treating cavitation of the apex of the lower lobe is re-examined. With Professor Crofton's generous co-operation, the cases studied by him have been reviewed again, together with further cases in patients attending the Brompton Hospital from 1935 to 1950. An endeavour has been made to discover prognostic criteria and therapeutic indications.
Few authors in the past have clearly differentiated tuberculous disease of the apical segment from that of the other segments of the lower lobe.
The reported incidence of lower lobe lesions has ranged from 0.003% of sanatorium admissions to 10% in some series confined to women (Ossen, 1944) . In an investigation of cavitated disease, Sweany, Cook, and Kegerreis (1931) reported that 13.7% of cavities were in the apex of the lower lobe.
The relative frequency of tuberculosis of the apex of the lower lobe has been the subject of several theoretical explanations. That reviewed by Reisner (1935) Sokoloff, 1944 ; Ossen, 1944; Crofton, 1949 ; Wayl and Rakower, 1950; Bertheau, Peumery, and Coltier, 1951 ; Muller and Hollatz, 1951) .
As far as treatment is concerned there have been varied expressions of opinion. Several authors with large series have been favourably impressed by the value of artificial pneumothorax therapy (Busby, 1939; Gordon and others, 1944; Ossen, 1944; Cohen, 1945; Crofton, 1949; Macdonald, 1952) . On the other hand, Hawkins and Thomas (1946) On the postero-anteror film most of the cavities were related to the anterior end of the third or fourth ribs. Measurements were made from the centre of the cavity to the lateral chest wall and to the midline. Sixty pzr cent. of the cavities were found to be midway between these two points, with an even distribution of the remainder on either side.
Tomographs were available in 39 cases. If its position was not distorted by collapse of any of the segments or by traction from fibrosis of the same lung, the cavity was best seen in the cut which outlined most of the body of the third rib. This usually was the cut 3 cm. from the back, though it naturally varied with the postero-anterior thickness of the patient's chest, and with the tomographic apparatus.
TREATMENT AND RESULTS Satisfactory treatment was considered to have been achieved when the following criteria had been satisfied:
(1) Radiological evidence of cavity closure, which was based mainly on standard radiographs. Tomographic evidence was available in 27 cases.
(2) Absence of tubercle bacilli from the sputum: in this respect, the records of some cases are unsatisfactory. When no sputum was available, gastric washings were infrequently examined. In other cases only the results of direct examinations were available.
(3) Absence of symptoms or of evidence of spread of disease.
(4) Return to work. Where possible the time required for the attainment of these criteria has been analysed as this is obviously an important practical point which in previous reports has largely been ignored.
Some idea of the comparability of groups treated in various ways is provided by the percentage of cases belonging to Class 3. The therapeutic results may be judged by the percentage returning to work, to measure the economic success of therapy, and the percentage with sputum conversion. These factors are set out in Table II for those cases of the present series, numbering 110 in all, which were treated by A.P., phrenic crush and pneumoperitoneum, thoracoplasty, and resection. Table Ill analyses the results of A.P. treatment in the three does not differ from that of disease of comparable extent elsewhere in the lungs. Finally, it is of interest to compare the results of artificial pneumothorax therapy with those reported by others (Table V) , using the same criteria of satisfactory treatment. Once again an inverse relationship was found to exist between cavity size and cavity wall thickness and frequency of cavity closure.
PHRENIC CRUSH ALONE.-This was used in only two cases, both of which were in Class 3, and in neither case did it appear to affect the course of the disease.
POSTURAL DEPENDENCE THERAPY.-This was used in three cases, in all of which the size of cavity was reduced, but further treatment was required to close it.
BED REST ALONE.-This was used in six cases, four of which were in Class 3 and two in Class 2. In four cases it was employed because active measures were refused by the patient. In only one (Class 2) patient did the cavity close, after nine months' bed rest, and this patient became sputum negative and returned to full-time active employment.
EXTRAPLEURAL PNEUMOTHORAX.-This was used in three cases, two in Class 2 and one in Class 3. In one patient it produced an excellent result; one patient died after developing an empyema, and one had a spread of disease in the opposite lung, subsequently controlled by an artificial pneumothorax.
THORACOPLASTY.-The results obtained by thoracoplasty are summarized in Table VII . Eight patients were treated in this way, in four of whom the disease was adequately controlled. Five of the cases were in Class 2 and three in Class 3. All the latter were unsatisfactory. RESEcTIoN.-Only cases in which resection was primary therapy are considered here. It must be emphasized that these cases differ from those in the previously mentioned treatment groups in that they all had preliminary chemotherapy.
Lobectomy was used in 11 cases, which are summarized in Table VIII . This series is small. The period of follow-up is as yet inadequate ; however, Geake and Young (1953) 
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